During 1984-6 the incidence of STDs most often encountered in high risk groups (syphilis and gonorrhoea) decreased by 64% and 41% respectively, whereas the incidence of diseases most often diagnosed in low risk groups (condylomata acuminata and genital herpes) increased by 70% and 34% respectively in the same period. The addition of HIV infection to the list of STDs requires the allocation of more resources to the STD clinics to enable these clinics to handle this new problem. Screening for all patients attending an STD clinic for antibodies to HIV must be considered, and in our area it would be cost effective.
SUMMARY Testing for antibodies against human immunodeficiency virus (HIV) was introduced in 1984 in this major sexually transmitted disease (STD) clinic in Copenhagen, which is attended by about 10 000 new patients each year. From 1984 to 1987 the proportion of patients examined for antibodies to HIV rose from 6% to 32%. The overall incidence of HIV antibody positivity decreased from 30% in 1984 to 3% in 1987, the combined result of decreased positivity in high risk patients tested and increased screening in low risk patients. HIV (table  2) . The prevalence of syphilis reduced by 64% and gonorrhoea by 41 %. In the same period we saw only a minor decrease (10%) in the diagnosed cases of chlamydial infections and increases in the incidences of condylomata acuminata (70%) and genital herpes (34%). The incidence of syphilis decreased in homosexual men from 55/92 (60%) in 1984, to 65/112 (58%) in 1985, and 10/33 (30%) in 1986.
Discussion
From 1984 to 1987 HIV antibody testing was performed to a greater extent in low risk groups. Extensive HIV antibody testing requires a considerable proportion of the resources available to the clinic, which before testing includes giving personal information about the test, and the consequences of a negative and a positive test result, and after testing includes consultation to give each patient the result of the test. Giving safer sex information, both written and oral, to The resources released by the decreased incidence of syphilis and gonorrhoea are more than counteracted by the resources needed for diagnosing and treating the increased incidence of condylomata acuminata and genital herpes. Condylomata acuminata are often resistant to treatment and require multiple visits for cure.2 The increased number of patients with genital warts was also followed by an increased incidence of premalignant and malignant sequelae to human papilomavirus infection, such as cervical dysplasia, carcinoma in situ of the cervix, and Bowenoid papulosis. This change in disease pattern makes it essential to allocate further resources to the STD clinic.
The decreased HIV antibody positivity observed in high risk groups may be the result of decreased promiscuity caused by the fear of contracting AIDS and by the increased use of condoms for casual sexual intercourse. It is also, however, due to the increase in testing people with no or low risk behaviour. The message in the public information campaign against AIDS, which recommends decreased promiscuity and the use of condoms for casual sexual intercourse, has reached the high risk groups, as shown by the dramatic decrease in the prevalence of syphilis and gonorrhoea, which are seen more often in the promiscuous members of the high risk groups.3 It is, however, somewhat disappointing at the same time to see that the incidence ofother STDs is rising, which may indicate that people in low risk groups have not reduced their promiscuity or increased their use of condoms.
About 3000 ofthe clinic's expected 9000 new visitors will probably be screened for antibodies to HIV in 1987. Ofthe 6000 patients not tested, 600 will probably belong to high risk groups and 5400 to low risk groups. 
